Sickness certification in primary care is increasingly the focus of new policies, practices and politics which are associated with keeping people in work rather than moving on to sickness absence. However, there are considerable tensions for practitioners from their role in sickness certification. The decision to issue a sicknote is influenced by a number of factors including the needs of their patient, their own attitudes towards work, and their responsibility to the state or employer. Some patients, such as those with Medically Unexplained Symptoms (MUS), are particularly challenging for Practitioners, as they do not fit the "sick role" and are difficult to negotiate with. We present the first taxonomy from actual sicknote consultations between General Medical Practitioners (GPs) and their patients, classifying the types of requests and the associated responses. Although, most sicknote requests do result in a sicknote, GPs do gather information about the patient's social, occupational, and family circumstances, negotiate absences from work, impose terms and conditions upon the patient, and challenge patients' illness constructions. Our findings suggest that, despite the tensions for GPs in managing these patients, sicknote consultations can be an important juncture for the clinicians and patients, particularly in light of the move from an illness deficit model towards a health capacity model, where work is considered health-giving, and not a barrier to illness recovery. This resonates with the switch in the UK to a "fitnote" approach from the previous "sicknote" one.
Introduction
The relationships between work, health and related sickness certification are increasingly subjects for worldwide P. Byrne et al.
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political and policy debate and review (Gabbay, 2010 a & b) . The recent global recession will increase unemployment and competition for jobs, and decrease options for those with interrupted work through disability and illness. One political and cultural solution to increasing unemployment is to reduce the barriers to classifying those excluded from the jobs market as sick or disabled and hence unfit for work. In the past such individuals have been compensated with slightly higher welfare payments and benefits. Research indicates that only around 10% of those absent from work through illness for more than a year ever return to paid employment (DWP, 2005) . Such claimants and their families are potentially locked into long-term relative deprivation with associated social exclusion and worse health than their employed peers (Waddell et al., 2003) .
In the UK, attempts to avoid such trajectories have been reflected in a change in government policy with the publication of "Working for a Healthier Tomorrow" (Black, 2008) , which marks a shift away from an illness deficit model towards a health capacity model within sickness certification discussions, and has been embedded within UK Government policy (http://programmeforgovernment.hmg.gov.uk/jobs-and-welfare/ 16 June 2010). Current evidence, which has been incorporated into policy, proposes that work has a positive impact on health (Ford et al., 2000; Wessley, 2004; Waddell & Burton, 2006) , with the concomitant caveat that loss of employment worsens health (Head et al., 2008) . In the UK in April 2010, sickness certification switched from the sicknote certifying a period of no work capacity, to the "Fitnote", which focuses on work capacity and fitness for some work, as well as not fit for any work (Gabbay, 2010 a & b; Shiels, Gabbay, & Hillage, 2014) .
There are a variety of sickness certification systems within Western Europe and the USA, with many countries having a similar system to the UK, whereby a relatively short self-certification period is followed by longer term certification usually by Primary Care or Welfare Payment System employed physicians (Wahlstrom & Alexandersson, 2004 ). In the UK, General Practitioners (GPs) have historically been the gatekeepers to long term sickness absence and associated benefits through the inscription of a medical diagnosis upon a sickness certificate. However, there are tensions within the provision of sickness certification, as GPs often have to balance patient needs, their own obligations to the state, and their beliefs about work, health and benefits (Hiscock et al., 2009) .
Talcott Parsons (1951a Parsons ( , 1951b , in his seminal work on the sick role, recognized that the experience of being ill is much more than a biological phenomenon. According to Parsons, there are social and cultural expectations around being ill: the individual has to seek medical help; and if validated, the sick individual is allowed temporary exemption from certain social duties and responsibilities, such as work; and only medical clinicians have the power and authority to give legitimacy to the patient's experience of illness. The doctor-patient relationship, according to Parsons (1951) , which the patient is obliged to enter, is characterized by asymmetry: of medical knowledge, competence, authority, and power. By relinquishing the independence of health, and through seeking medical help, the individual is also accepting that illness is undesirable and will actively want to get well and become healthy again.
Parsons' concept of the sick role has been critiqued for a number of reasons, including the exclusion of chronic illnesses (Radley, 1994) which dominate current health horizons. More generally, the sick role was conceptualized in the 1950's when the protestant work ethic was prevalent and it was relatively rare for significant numbers of people to be unemployed or off work for a long time through sickness. During the past six decades, the work place and the conditions of employment have altered dramatically. Our conceptualization of sickness has changed as well, fuelled by new diagnostic categories and the negotiations of existing categories by interested organizations (Berg & Timmermans, 2000; Hacking, 1999) along with contested categories such as depression (Dowrick, 2009) . The acceptance of different types of illness, such as stress, and related absences from paid work has also reformulated the sick role, perhaps also evidenced by changes in the diagnostic categories written on sickness certificates, where "minor mental health problems" have overtaken "musculoskeletal" as the most used category in the UK (Shiels et al., 2004; CIPD, 2009 ).
An additional development of the sick role is the recognition that there are different types of patients who present within the health services; they are not a homogenous group. Some require immediate short-lived care, such as during pregnancy, others will need consistent long term care, with chronic conditions like diabetes or cardiovascular disease. Others will dip in and out of biomedicine, along with the use of alternative treatments or remedies. All will require different types of care and respond to medical expertise in a variety of ways. One group that has attracted attention is those with medically unexplained symptoms (MUS). Defining MUS is contested and has its own historical and political contingencies. The term MUS is a relatively recent phenomenon which can be traced back to the early 1980s (de Figueiro et al., 1980) . However, its use in the medical literature is now widespread (Watkins, 2002) . Within medicine, MUS are considered to be the manifestation of symptoms that have no pathological basis. Presentations of MUS are considered to be common (between 15% and 30%), in primary care (Kermayer & Robbins, 1991; Peveler et al., 1997; Fink et al., 1999 , Ring et al., 2005 and other medical specialties (Nimnuan et al., 2001) .
Complex dynamics around negotiating outcomes are often played out in consultations, especially when diagnosis is difficult to determine or contested as in the case of individuals with MUS, where the management of symptoms can present a dilemma for GPs (Salmon et al., 2009) . Herein lies the conundrum of sickness certification, specifically with MUS patients. Clinicians are trying to deal with several roles at one time: acting as a gatekeeper to state benefits which can allow an individual to retreat from paid employment; perform diagnostic work which can accurately reflect the presented symptoms; and crucially, make diagnostic decisions in light of patient's needs. Since MUS patients do not easily fit into the biological categories of disease, their somatic presentation is difficult for clinicians to effectively deal with (Peters et al., 1998; Salmon, 2000) .
The current research literature around GP decision-making in sickness certification consultations suggest that the key risk factors for developing longer-tem absence are diagnostic category, age, sex and deprivation but these still only explain less than 30% of the observed variance (Shiels & Gabbay, 2007) . Elsewhere, Hiscock and Ritchie (2001) suggest three types of GPs: those who want no role in sickness certification; those who do want to be involved; and those who want other agencies to be more closely involved. Hussey et al. (2004) propose several influences upon sickness certification including: GPs' strategies for implementation; the doctor/patient relationship; and who is in control within the consultation. They suggest that GPs use both flexible and fixed strategies about sickness certification, where the former includes acquiescence, and the latter includes negotiation with, and challenges to, the patient, which obviously take more time to play out within a consultation. Other research suggests that GPs who acquiesce to patients' requests for sick notes without discussion about work and other related issues are engendering poor doctor-patient relationships (O'Brien et al., 2008) . Additionally, there is sickness certification research which reports on observed variations within and between countries, with factors shown to impact on certification including clinician behaviours; types of clinicians and where they work; definitions of functional capability and decision-making about somatic and non-somatic complaints; and for claimants: their diagnosis; socioeconomic conditions, and employment status (Wahlstrom & Alexandersson, 2004; Arreloev et al., 2007; Swartling et al., 2008; Norrmen et al., 2008; Van Knorring et al., 2008) .
However, to date, there is no reported research about interactions between GPs and patients during consultations about sickness certification. Thus, the aim of this paper is to present models of consultations between primary care clinicians and MUS patients about sickness certification from actual consultations. Our objectives were to test how GPs report they behave in published research against actual transcripts of relevant consultations; and to develop an initial taxonomy to inform a classification framework for future consultation analysis in prospective studies of work and health related research.
Methods
Forty two GPs (22 males, 20 females), out of 50 approached, with 5 -42 years of medical experience from 11 primary care practices in the North West of England took part in the MUS research. Practice size ranged from 1 to 10 GPs (mean 4.5) and 2087 -13,116 patients (mean 7564). Six practices were urban, four were suburban and one was rural.
Consecutive patients attending participating doctors on study days from January 2000 to March 2002 were approached by a researcher before consultation and asked for written consent to audio-record their consultation. Of 5083 patients 3136 consented. The eventual number of MUS patients (according to GP's completion of the checklist) was 420 patients. The criteria for designating patients as having MUS was based upon GPs completing a checklist immediately after each consultation to indicate whether there was: the presentation of a physical symptom; that could not be entirely explained by a recognisable physical disease. (A more detailed discussion of these issues can be found in Ring et al., 2005) .
We analysed 65 of the 420 consultation transcripts from this project on MUS for this pilot taxonomy development. These transcripts had been identified as consultations in which the patient or GP refer to sickness certification using the relevant code from the Liverpool Clinical Interaction Analysis Scheme (LCIAS) (Ring et al., 2005; Dowrick et al., 2004; Salmon et al., 2005; Salmon et al., 2009 ).
Procedure
Audio recordings of consultations meeting the research criteria were identified and anonymously transcribed.
Analysis
The transcripts were input into Atlas Ti (software for qualitative analysis). The data were thematically analysed (Miles & Huberman, 1984; Patton, 1990 ) based on grounded theory (Glaser & Strauss, 1967) by two of the authors (PB and MG). The process of data analysis took several stages: transcripts were coded and organised into categories and themes. The preliminary categories were: patient initiated request for sicknote, GP response, GP offer of sicknote, patient response. Emergent themes were: types of patient requests, subsequent GP responses, timing of requests, and GP offers of sicknotes. The development of the taxonomy model (Figure 1 and Figure 2 ) was iterative, using coded transcripts to test its validity. Table 1 summarises who initiated sicknote discussions (80% were patient initiated) and the outcome in respect of certification.
Results

Patient and GP Strategies
We present themes from our analysis representing the main strategies employed by patients and GPs when discussing sickness absence and related certification. To increase the utility of our findings we have categorised the consultations between patient-led; and GP-led discussions about sick notes, which provoke particular responses and are outlined in Figure 1 and Figure 2 and discussed below. Most of the sicknote consultation segments we studied were patient-led. 
Patient-Led Requests for Sicknotes
Patient-initiated sicknote requests occurred at a variety of stages within the consultation (see Figure 1 ) and were also presented in a variety of ways. Direct requests, usually at the opening phase of a consultation was the commonest category (n = 28, 54%). This was often linked to an urgent component-a note required immediately or already overdue, to emphasise the need for action. Second was the "listing of needs" and "by the way I need a sicknote" (n = 14, 27%), where the request occurred in the middle or end of the consultation. Two other categories were noted: "patient compliance with terms and conditions" (n = 8, 15%), again often found near the beginning; and the "out of the blue" request (n = 2, 4%) in the middle of the consultation. For each of the patient requests, varieties of GP responses were found and are represented below.
Direct Request
These usually occurred in the opening exchanges as illustrated below. We noted six different GP responses to these direct requests: Acknowledgement. Often the GP acknowledged such requests but did not immediately provide the sicknote. Instead they waited until the patient had offered more information, or they themselves had offered more contextual detail to their decision to give a sicknote, as below. Fact finding-Occupation. In response to direct sicknote requests, GPs often asked questions around the patient's job as a way of gathering information and possibly probing to find if there are any work related issues that will have a bearing on the patient's outcome. GPs questions about the patient's occupation can sometimes give clues about the patient's symptoms. Avoiding the Illness Trajectory. Some GPs sometimes directed discussions away from symptoms which may act as a barrier to work or day-to-day activities. In the example below, the patient had recently been in a car accident which had left them with some form of whiplash injury and residual anxiety. The GP articulates an implicit assumption that: work is considered to be a worthwhile activity; and s/he considers this patient to be "at risk" from dwelling on her/his car crash experience and allowing this psychological trauma to become a rationale for not returning to work.
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Dr: It might be good actually to sort of carry on you know, with life as it were. Cos you know it puts everything back then doesn't it? (ID50)
Occasionally, GPs attempted to use humour to defuse a patient's symptom presentation, 
Pt
Immediate Action Required
Another relatively common pattern was when patients present the GP with an apparently non-negotiable request as illustrated below. Such strategies can be difficult to deal with as the request is presented as urgent and at times the additional complication of the patient's implied passive role in communicating a government agency or employer requirement. We noted that different responses by GPs at different points in the consultation could be found, as illustrated from one consultation, presented below.
Pt: Er I would like to know if I could have a sick note off you "cos I've got to go to the dole today". (ID19)
Information Gathering. Rather than immediately acquiescing to the patient demands, the GP requests information, such as inquiring about hospital tests which the patient had undergone, or the current status of symp-toms. As shown above, the GP firmly negotiates the amount of time which the patient can be off sick and deals with physical problems as well.
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Terms and Conditions (Implied). In the example below, the patient had requested an emergency appointment and the GP asks the patient for their exact expectations of the consultation. In response to the patient's reply, the GP presents a short term strategy-mild sleeping medication, with the long term promise of a more in-depth consultation to discuss the patient's underlying issues and implies a longer term negotiation of the patient's symptoms in exchange for the patient's return for review soon. 
Listing of Needs and "By the Way, I Need a Sicknote"
Patients within this study often presented many issues and symptoms which had to be dealt with in a particular consultation. However, one of the strategies used by patients was to "slip" in a request for a sicknote along with physical symptoms. We noted two GP responses to such requests: Allow Patient Time and Space. Often, GPs allowed the patient to present their symptoms or issues before making any attempts to deal with them. These long patient dialogues are often merely interspersed with brief acknowledgements and encouraging prompts, such as "mmm", and "I see". Explanatory models of symptoms and how they are interrelated to other issues are often presented by GPs, such as a psychological explanation illustrated below: 
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Pt:
Patient Compliance with Previous Terms and Conditions
Another form of patient request was to mollify it with an example of compliance with terms and conditions previously agreed with the GP. Thus the patient immediately signifies that they have followed through with the appointment with a counsellor which was part of the negotiations around the GP issuing a sicknote.
Recognition and Further Negotiation. In this, and comparable cases, the doctor responds by recognising that the patient has followed clinical advice and then moves on to negotiating with the patient.
"Out of the Blue" Requests
As with any conversation, especially when one actor wants to obtain something from another, timing is everything. Patient's requests for sick notes were sometimes interjected at surprising moments in the consultation discussion when the conversation is flowing in one direction and is then suddenly taken in another. Acquiescence. This patient strategy may lead to the GP being taken by surprise and agreeing to give a sicknote at that point in the consultation. However, such acquiescence by the GP was not restricted to this particular request, as mentioned previously, it was found in "direct requests" as well.
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GP-Led Discussion about Sicknotes
Analysis suggests that, although most sicknote requests originate from the patient, there were consultations (n = 13) where GPs initiated discussions about sicknotes. This approach occurred in complex consultations where symptom presentations, along with psychological and social needs, are intertwined. Within these consultations, there were 3 types: dramatic narratives (n = 5); symptoms, health and work presentations (n = 4); and renewal of sicknote (n = 4). We also present some of the patients' responses to these sicknote offers.
Dramatic Narrative
At times patients present particular traumatic incidents in emotionally charged language which adds to the patient's urgency of needs within the consultation.
Pt: Erm I've had a lot of problems erm went down to get a job in Anyplace. Err had a lot of problems since I've been there and I've had problems at work now as well. To the point where I became suicidally depressed. I've tried to take an overdose twice in the past few months. […] it started with getting mugged soon after I went there and then attacked by the landlord, at the place where I was staying. […] He threatened me basically cos he was losin money, he couldn't stand that. Erm then he had the police arrest me cos he claimed I'd damaged his flat and that went on for months about whether I was going to get prosecuted or not. I'm not just, it was just too much. When I've since had the manager tried to bully me at work and that was just the last straw. (ID33)
Crisis Management. GPs effectively deal with a number of issues at once with such presentations. For example, if we follow on from the consultation illustrated above, the GP responds by giving the patient permission for a sicknote, and then moves on to the potential mental health agenda being played out in the patient's narrative, by querying their use of anti-depressants.
Dr: So first things first, we need to give you a note that you need to give to work in Anyplace so you can take some time off that's no problem at all. You last took Prozac when? September? (ID33)
Symptoms, Work and Health Presentations
In some consultations, where the GP offers the sicknote before the patient requests one, this follows discussions about the impact of health problems on work and or vice versa. This is generally embedded within discussions about symptoms and their illness(es) in general, as illustrated below.
Pt: Yeah. It's not like me to to not bother to go into work.
Dr: No. Pt: I think that's concerned me. I don't know whether to go into work next week. I'm just not. Dr: I don't think you should, I don't think you should, not when you're feeling like this really. I think you'll end up err, I think you'd end up err making yourself more poorly. (ID65)
Managing Sickness Absence. By leading patients into discussions, where a clear relationship between work and illness is explored, the GP is then enabled to manage the sickness absence more actively. Specifically, GPs can control the length of sickness absence and then ensure the patient returns for another consultation. In the illustration below, the patient is channelled into a future consultation through the prescription of anti-depressants, a two week sicknote and a firm GP negotiating style. Moving Swiftly on. Although small in number, the negotiation sequences suggest a tussle for dominance in the negotiations. For example, in some instances, where a long symptom discussion has preceded the GP offer of a sicknote, the patient responds to the offer by barely recognizing or acknowledging it and swiftly moves on by asking an unrelated question.
Pt
Dr: Do you need a note for work? Pt: Yeah I think erm can I ask your opinion on steroids? (ID45)
Renewal of Sick Note. Another situation in which GPs offer a sicknote is when they realise that the current one is due for renewal, before the patient has asked for it. This can be accompanied by occupational discussions. In the example below, the sicknote is given with a clear time limit, but with the assurance that the patient can return for more sick leave if needed. Refusal of Sicknote Offer. Negotiations don't always lead to a sicknote. In earlier examples in this paper the GP declined the request; sometimes an offer of a sicknote was turned down by the patient. In the example below, despite the GP offering a sicknote three times, the patient decides to carry on working as the current episode of illness (labrynthitis) is perceived not to warrant time off work.
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Dr: What about work? Do you need time off work with it? Pt: Er no I don't think so cos it's not at it's worst at the moment (coughs). […]
Dr: So you're happy to go into work cos I'm more than happy to do a note If you. Pt: Mm. I mean if I decide when I get in there that I don't well. Dr: Sure, well just let us know. (ID14) 
Discussion
This is the first study to examine how sick note certification is negotiated in MUS consultations, using direct rather than recalled data. We found that most requests were patient initiated (n = 52, 80%), and resulted in a sicknote. However, it was rare that GPs simply wrote out a sicknote. Instead our results show there is considerable negotiation being undertaken between GPs and patients, whether that is the patient presenting with accounts of compliance with previous terms and conditions, or the GP determining the amount of time allowed for sickness absence-ensuring that the patient either returns into primary care or returns to work.
Our research indicates that these consultations and the sick role are more complex and ambiguous than assumed in Parsons' (1951) original model. One of the central tenets of the model is that there is an asymmetry in the relationship, where the doctor is traditionally viewed as powerful and authoritative, and the patient will accept the doctor's treatment. Although GPs do act as gatekeepers to state benefits-only they can inscribe text on a "sicknote", patients with MUS manifest uncertainty in the relationship-diagnosis is by definition unclear. MUS patients don't "fit" into diagnostic labels, their multiple presentation of many symptoms can be a manifestation of psychological issues, life events that are difficult to deal with, a dependency upon medicine and its practitioners to "fix" their problems, and culturally, nowhere else for them to go.
These patients are difficult to accommodate within medicine as they have poor relationships with GPs. Their ymptoms and consequent needs are often beyond the remit of the standard primary care consultation, and the translation of patient's symptoms and illness to disease and a diagnostic category is challenging for clinicians with this group. Thus with MUS the Parsonian relationship starts to become diffuse and less distinct. But as reported elsewhere (Salmon, 2000) , it is not necessarily the diagnosis that is important, it is the recognition of the symptoms as "genuine"-especially by health professionals, which is important for patients. However, within sickness certification the need for a diagnosis or some form of diagnostic label is required, which may influence the GP's response, but the trajectory is unknown. Whilst GPs might be wary of the veracity of the patient's complaint, they may also see the sicknote as part of the management, or a token to use, to influence compliance with other suggestions for care and health management. Our results suggest that writing a sicknote for MUS patients follows a negotiation pathway, and the sicknote request or offer may become a "negotiation pathway" token. Whilst this observation holds true in many of these complex consultations outwith the predicted Parsonian model, we speculate that this group of patients provide rich and varied data about sicknote certification which can then be applied to other patients. A comparable study of sickness absence negotiations in consultations with less uncertainty is necessary to test the wider applicability of our "negotiation pathway" taxonomy to understand the narratives to help GPs manage sickness certification more confidently. Additionally, sickness certification is generally viewed by GPs as onerous and a distraction from their main role-to diagnose and manage patientsmirroring the "frustrations" of managing MUS. Thus, our research is at a juncture within medicine which is particularly challenging for primary care physicians, but, nonetheless our findings are relevant and applicable to other patients and consultations.
Our data have limitations. They represent one consultation in what may have been a series of such meetings between the patient and health professionals. Additional observational data may have contributed to our results. For example, GPs may have the sicknote pad out on their desk whilst talking to the patient, which may tacitly imply that one will be given at the end of the consultation. In particular, where we noted GPs immediately acquiescing to patient sicknote requests, there may have been previous agreements between the GP and patient about the length of sickness absence. Such actions may have an effect upon subsequent discussions, patients may feel that they can discuss their issues more freely if they know that a sicknote has already been negotiated. Furthermore we remain unsure about the impact of other factors, such as what proportion of the patients were in paid work rather than unemployed, which may influence GP responses and patient requests, and whether the relatively active engagement of GPs in sicknote discussions is peculiar to MUS patients or reflects that this is commoner than previously assumed.
Our purpose is to use these consultations to describe patterns of sicknote discussions which can also be used by GPs to manage them in the context of changing legislation and shifting beliefs about sickness absence. For example, the UK shifted from sicknotes to "fitnotes" in 2010, which is predicted to shift the consultation dynamic. GPs are expected to take a more active role now the Fit Note has been introduced (Gabbay, 2010 a & b) . There is evidence that this policy shift to assessing work capacity rather than incapacity is reducing certified sickness absence periods, although less than anticipated use is being made of the partially fit for work option than had been hoped for (Shiels et al., 2013 (Shiels et al., & 2014 .
Two key points relevant to this new challenge can be drawn from our taxonomy. We are able to distinguish between patient and GP initiated sicknote discussions, and describe the consequent responses which demonstrated a complexity beyond the patient request-GP acquiescence anecdotal model. We also suggest strategies that actively negotiate sickness absence (planned absenteeism) or prevent presenteeism (where patients unfit for work "soldier on"). Although most of the requests resulted in a sicknote, GP's responses to patient requests were rarely to simply issue a sicknote, there were many techniques employed by GPs to gather more information about occupation, social networks, and current life burdens. Discussions about the importance of work, and indeed recuperation from injury, were presented as essential goals for patients to attain. GPs may be better prepared therefore to manage the additional complexity the Fit Note presents with the options of phased returns or role modification than had been assumed.
Our taxonomy of consultations demonstrate negotiating strategies which can be implemented by GPs when facilitating their emerging role, from providing sicknotes to discussing patients work ability, along with phased returns to work and progress reviews. In light of our findings, we consider that there is scope for training programmes around sicknote certification, within GP's professional development. Many GPs are highly skilled at the "standard" consultation, and insights gained here could be embedded within managing sicknote certification negotiations.
